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The Direct-Care Workforce

CHAPTER SUMMARY

This chapter describes the direct-care workforce—nurse aides, home health 
aides, and personal- and home-care aides—which is in many respects the 
linchpin of the formal health care deli�ery system for older adults. This 
collection of workers supplies a major portion of the direct care pro�ided 
to older adults, including the pro�ision of some clinical ser�ices plus assis-
tance with bathing, dressing, housekeeping, and food preparation. Direct-
care workers ha�e rewarding but difficult jobs, and they are typically �ery 
poorly paid and recei�e little or no training for their duties. As a result, 
turno�er rates are high, and recruitment and retention of these workers 
is a persistent challenge. In the context of rapidly increasing demand for 
direct-care ser�ices, the need for these workers is beginning to reach a crisis 
stage. This chapter discusses a range of approaches to impro�e the quality 
of direct-care occupations, including needed increases in pay and benefits. 
In addition, impro�ements in the education and training of these workers 
are needed to ensure that they ha�e the knowledge and skills required to 
meet the care needs of older patients.

Direct-care workers, also referred to as paraprofessionals, are the pri-
mary providers of paid hands-on care, supervision, and emotional support 
for older adults in the United States. While not all direct-care workers care 
for older patients, they work primarily in settings important in the care of 
older adults, such as nursing homes, assisted living facilities, and home-care 
settings. According to the Bureau of Labor Statistics (BLS), about three 
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�00 RETOOLING FOR AN AGING AMERICA

million workers were employed in direct-care occupations in 20061 (BLS, 
2008c,d). Still, the current number of direct-care workers is insufficient 
to meet demand (GAO, 2001a,b; Stone, 2004). The need for direct-care 
workers is expected to increase in the coming decades, mainly because of 
the aging of the population but also because the number of females aged 25 
to 54—the typical direct-care worker demographic—is projected to remain 
flat (PHI, 2001).

A further trend that may exacerbate this unfulfilled need, especially for 
personal- and home-care aides, is a shift away from institutional care to 
home- and community-based care. Policy makers and payers are increas-
ingly implementing home- and community-based care programs in response 
to consumer preferences and legal mandates and with the hope that costs 
will be lower for at least some types of services. However, caring for older 
adults in these settings may require proportionately more direct care-level 
staff than in institutional facilities (National Center for Health Workforce 
Analysis, 2004). The workforce providing non-institutional personal as-
sistance and home health services tripled between 1989 and 2004, and 
Medicaid spending for these services also increased significantly during 
that time (Kaye et al., 2006). Over that same time period, the workforce 
providing similar services in institutional settings remained relatively stable. 
In fact, the BLS predicts that personal- and home-care aides and home 
health aides will represent the second- and third-fastest growing occupa-
tions between 2006 and 2016 (BLS, 2007b). This trend will not only lead 
to an increase in demand for services in non-institutional settings but will 
also require home-based workers to deliver more skilled care to patients 
with more complex needs (Seavey, 2007b). In home- and community-based 
care settings, carers work more independently and rely on personal skill and 
judgment; however, many direct-care workers do not receive the education 
or training they need in order to be prepared for the care of older patients 
with complex care needs.

A major factor in the deficit of direct-care workers is the poor quality of 
these types of jobs. Direct-care workers typically receive very low salaries, 
garner few benefits, and work under high levels of physical and emotional 
stress. In 2005 the median hourly wage for all direct-care workers was 
$9.56, about one-third less than the median wage for all U.S. workers 
(Dawson, 2007). Direct-care workers are more likely to live in poverty, 
to lack health insurance, and to rely on food stamps than other workers 
(GAO, 2001b). Additionally, these workers have high rates of job-related 
injury, most often due to overexertion in the care of a patient (BLS, 2007a). 
All of these factors contribute to the unacceptably high rates of vacancies 

1 It is important to note that this figure does not include the many workers who are hired 
privately by patients and their families.
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and turnover among these occupations, which can, in turn, lead to poor 
quality of care for patients.

Much of this chapter focuses on issues concerning direct-care workers 
in general because there is relatively little data on the group of direct-care 
workers solely involved in the care of older adults; whenever possible, how-
ever, issues related specifically to the care of older adults will be highlighted. 
The chapter begins with descriptions of direct-care occupations and the 
basic demographics of the current workforce, followed by an overview of 
the current state of education and training of these workers. The chapter 
then discusses challenges to the recruitment and retention of direct-care 
workers, including financial disincentives and difficulties in work environ-
ment. The chapter concludes with an examination of strategies to improve 
the recruitment and retention of direct-care workers, including enhancing 
the quality and quantity of basic education and training, increasing overall 
job satisfaction (including expanding roles and responsibilities), improv-
ing economic incentives, and broadening the labor pool. Overall, in order 
to create a more effective and efficient direct-care workforce, much more 
needs to be done to educate and train these workers to care for older adults, 
and much more needs to be done to enhance the quality of these jobs.

DIRECT-CARE OCCUPATIONS

Direct-care workers are often grouped into three categories: nurse aides 
(also known as nursing assistants); home health aides; and personal- and 
home-care aides (Harmuth and Dyson, 2005). Forty-two percent of direct-
care workers care for patients in the home setting, 41 percent work in nurs-
ing homes, and the remaining 17 percent are employed in hospitals (Smith 
and Baughman, 2007). Table 5-1 provides details about the various types 
of direct-care workers, including their most common employers, the types 
of services they provide, and typical supervision requirements.

Nurse Aides and Home Health Aides

The occupation of nurse aide goes by a number of job titles which vary 
by state, setting, and situation; these titles include certified nursing assistant 
(CNA), geriatric aide, orderly, and hospital attendant (BLS, 2008c). Nurse 
aides are employed primarily in nursing homes but also work in other insti-
tutional settings, such as hospitals and assisted living facilities. They assist 
residents with activities of daily living (ADLs), including bathing, dressing, 
eating, and toileting, and they can perform such clinical tasks as taking 
blood-pressure readings and, in some states, administering oral medications 
(Reinhard et al., 2003). These workers have a major role in institutional 
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�0� RETOOLING FOR AN AGING AMERICA

TABLE 5-1 Comparison of Direct-Care Occupations

Nurse Aides 
(Assistants), Orderlies, 
and Attendants Home-Health Aides

Personal- and Home- 
Care Aides

Common 
employers

Nursing and 
residential-care 
facilities; hospitals

Home health care 
agencies; social assistance 
agencies; nursing and 
residential-care facilities

Home-care agencies; 
individual and family 
services; private 
households

Examples 
of typical 
services 
provided

Answer patients’ 
call lights; deliver 
messages; serve meals; 
make beds; help 
patients eat, dress, 
and bathe; escort 
patients to medical 
appointments; take 
vital signs; observe 
patients’ physical and 
mental conditions

Administer oral 
medications; take vital 
signs; help patients bathe, 
groom, and dress; assist 
with prescribed exercises

Help clients get out 
of bed, bathe, dress, 
and groom; assist with 
housekeeping, grocery 
shopping, and cooking; 
accompany clients to 
doctors’ appointments 
or on other errands

Supervision On-site nursing and 
medical staff

Periodic check-ins/visits by 
supervisors (e.g., nurses, 
physical therapists, social 
workers, case managers)

Periodic check-ins/visits 
by supervisors (e.g., 
case managers, patients’ 
families, nurses)

SOURCE: BLS, 2008c,d; Fishman et al., 2004.

settings, providing 70 percent to 80 percent of direct-care hours to those 
older Americans who receive long-term care (Harmuth and Dyson, 2005).

Home health aides (HHAs) are generally hired through a home health 
agency and assist individuals with ADLs in their homes. They may also as-
sist with food preparation and housekeeping. Both nurse aides and home 
health aides provide a degree of clinical services (e.g., wound care) and 
work under the supervision of a registered nurse (RN).

Personal- and Home-Care Aides

Personal- and home-care aides may work in group or individual home 
settings and are somewhat more difficult to classify. These aides may be 
referred to as personal-care attendants, personal assistants, or direct sup-
port professionals, and they may be employed through an agency or hired 
directly by an individual (BLS, 2008d; Harmuth and Dyson, 2005). They 
help older adults maintain their independence and remain in their homes 
and communities by providing assistance with both ADLs and instrumental 
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activities of daily living (IADLs), such as meal preparation and transpor-
tation. Personal-care services have been growing and all states now have 
waiver programs through Medicaid that provide these services to seniors 
and people with disabilities (Kitchener et al., 2007; Seavey and Salter, 
2006).

Whereas home health aides who provide Medicare-certified home 
care perform their jobs under the supervision of a registered nurse (RN), 
personal- and home-care workers frequently have no supervision, even 
though they may perform many of the same services. Furthermore, many 
personal- and home-care workers may be hired privately by patients, with-
out the involvement of an agency. Because of these hiring practices, little 
can be done to track the workers in this “grey market,” which makes it 
difficult to create a demographic profile of the workers or to regulate their 
work practices (Seavey, 2007b).

As patients move rapidly away from institutional long-term care and 
toward home- and community-based settings, they are increasingly relying 
on direct-care workers to provide needed care, including more complex 
services than previously provided in these settings. Assisted-living facili-
ties, which are community-based facilities that provide more services than 
a typical home setting but less than a nursing home, are a rapidly growing 
option for the residential care of older adults (Lyketsos et al., 2007), and 
the workers serving patients in these settings (including the patients with 
more complex needs) are typically personal- and home-care aides rather 
than home health or nurse aides. There is little to no federal regulation 
regarding the training or staffing requirements for assisted-living facilities; 
instead, each state regulates workers in these settings.

WORKFORCE DEMOGRAPHICS

Direct-care workers are overwhelmingly female (89 percent) and are 
typically between the ages of 25 and 55, unmarried (including those who 
are widowed, divorced, or separated), without college degrees, and citizens 
of the United States (Montgomery et al., 2005; Smith and Baughman, 
2007; Yamada, 2002). Approximately 30 percent of direct-care workers are 
African American and 15 percent are of Hispanic or Latino origin (BLS, 
2008a), although this can vary by setting and job title.

In 2005 Montgomery and colleagues examined data from the 2000 
Census to create a profile of home-care aides who provide direct long-term 
care services, including those who are hired privately (Montgomery et al., 
2005). The study revealed that as compared to hospital aides and nursing 
home aides, home-care aides are on average older, more likely to be of 
Hispanic or Latino origin, more likely to be self-employed, and less likely 
to have steady year-round employment (Table 5-2).
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TABLE 5-2 Characteristics of Direct-Care Workers, 1999

Characteristic
Hospital 
Aides

Nursing Home 
Aides

Home-Care 
Aides

Demographic Characteristics
 Gender (% female) 81.2 91.3 91.8
 Average age (years) 40.5 38.0 46.2
 White, non-Hispanic (%) 48.4 55.6 50.3
 Hispanic or Latino (%) 10.7 7.8 15.9
 U.S., native-born (%) 81.5 85.5 75.1
 Marital status (% married) 46.2 42.7 44.2
 Education—less than high school (%) 17.6 26.3 30.9
Employment Characteristics
 Year-round, full-time employment (%) 52.4 48.3 34.3
 Part-year, part-time employment (%) 13.0 14.8 24.3
 Self-employed (%) 0.0 0.3 16.8

SOURCE: Montgomery et al., 2005.

A recent study found notable differences between female direct-care 
workers and the female workforce overall (Table 5-3) (Smith and Baughman, 
2007). Black women, for example, make up a disproportionately large per-
centage of the female direct-care workforce relative to their presence in the 
female workforce overall (29 percent versus 13 percent). A second differ-
ence is that female direct-care workers are more likely to be single mothers 
than are female workers in general (24 percent versus 14 percent); of those 
who are single parents, 35 percent to 40 percent are below the poverty line 
(GAO, 2001b).

EDUCATION AND TRAINING REQUIREMENTS

The education and training of the direct-care workforce is insufficient 
to prepare these workers to provide quality care to older adults. Although 
there are a number of state and federal requirements for the education and 
training of nurse aides, home health aides, and personal- and home-care 
aides, these requirements are minimal (Table 5-4). Many direct-care work-
ers have no more than a high school education, and some have even less 
(Montgomery et al., 2005; Smith and Baugham, 2007). Minimum train-
ing requirements for these workers are often inadequate or non-existent, 
and they vary across occupational categories and settings of care as well 
as among states. A number of other training-program characteristics vary 
among states as well, including the specific qualifications that instructors 
are expected to have, maximum student/instructor ratios, and the required 
program approval and oversight processes (AARP, 2006).
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TABLE 5-3 Demographic Characteristics of Female Direct-Care Workers 
Versus All Female Workers, 2006

Characteristic

All 
Female 
Workers

All Female 
Direct-Care 
Workers

Female 
Hospital 
Aides

Female 
Nursing 
Home Aides

Female 
Home Health 
Aides

Average age (years) 42 41 40 38 45
Race and Ethnicity (%)
 White, non-Hispanic 70 51 55 51 49
 Black, non-Hispanic 13 29 30 35 24
 Other, non-Hispanic 6 5 5 4 7
 Hispanic 11 15 11 10 21
 Foreign-born 13 20 19 17 22
Marital Status (%)
 Married 54 38 35 38 39
 Previously married 21 31 27 27 37
 Never married 25 31 38 36 24
 Children under 18 years 41 43 32 50 40
 Single mothers 14 24 17 28 22

NOTE: The direct-care worker category consists of the three types listed in the last three 
columns (hospital aides, nursing home aides, and home health aides). The table excludes the 
11 percent of the direct-care workforce that is men. Percentages listed are based on weighted 
data for female workers aged 19 years and older. Percentages may not sum to 100 because 
of rounding.
SOURCE: Smith and Baughman, 2007.

TABLE 5-4 Education and Training Requirements for Direct-Care 
Occupations

Nurse Aides, Orderlies, 
and Attendants Home Health Aides

Personal- and 
Home-Care Aides

Federal requirements of 
75 hours of training (for 
nurse aides); competency 
evaluation results in state 
certification; high school 
diploma and previous work 
experience not always 
required

Per federal rules, if employer 
receives Medicare/Medicaid 
reimbursement, workers 
must pass competency test 
(75 hours of classroom and 
practical training suggested); 
high school diploma and 
previous work experience not 
always required

Dependent on state, with 
some requiring no formal 
training; high school 
diploma and previous work 
experience not always 
required

SOURCES: BLS, 2008c,d; Fishman et al., 2004.

This section describes the current requirements for education and  
training of direct-care workers. Where possible, direct-care education  
and training issues that are particularly relevant to the older patient popula-
tion are highlighted.
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Nurse Aides

The Omnibus Budget Reconciliation Act of 19872 established the Nurse 
Aide Training and Competency Evaluation Program, which created mini-
mum federal requirements for the education and training of nurse aides 
(OIG, 2002). Nurse aides working in Medicare- or Medicaid-certified nurs-
ing homes or home health agencies are required to successfully complete 
the following:

• At least 75 hours of state-approved training by, or under the general 
supervision of, an RN with at least 2 years of experience in nursing 
and at least 1 year of experience in a long-term care environment 
(or in home health care for training of home health aides)

• A competency evaluation (state certificate exam to become a certi-
fied nursing assistant)

• At least 12 hours per year of continuing education; for nursing 
homes, this must include training on providing services to indi-
viduals with cognitive impairments and on aide-specific areas of 
weakness identified in performance reviews

Many states have established additional requirements beyond the fed-
erally mandated minimums. For example, 27 states and the District of 
Colombia require more than 75 hours of initial training and 12 states plus 
the District require 120 hours or more (Seavey, 2007a). Under federal rules 
the initial 75 hours of nurse aide training must cover a number of specific 
subject areas (Box 5-1). That time must include 16 hours of supervised 
practical, or “hands on,” training in a clinical setting, and the trainee must 
demonstrate the ability to perform specific tasks, such as taking vital signs. 
The 75-hour training requirement is low compared to other service profes-
sions. For example, California requires significantly more hours of training 
for manicurists (350 hours), skin-care specialists (600 hours), and hair 
stylists (1,500 hours) (Harrington, 2007a).

States are responsible for ensuring compliance with educational require-
ments and administering (or contracting with someone who administers) 
competency exams. Subject to the 75-hour minimum, states have flexibility 
in developing training programs. These training programs can be offered 
by vocational schools, nursing homes, or home health agencies as long as 
the institution maintains its certification requirements. Instructional facili-
ties that are judged to be providing substandard care can lose their right to 

2 Omnibus Budget Reconciliation Act of ����. Public Law 100-203. 100th Congress. De-
cember 22, 1987.
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BOX 5-1 
Federal Requirements for Nurse Aide Training,  

by Subject Area

•  Basic nursing skills, such as monitoring vital signs and height/weight; reporting 
abnormal changes in body functioning; and caring for the dying resident.

•  Personal-care skills, including activities of daily living such as bathing, groom-
ing, dressing, toileting, and skin care; feeding and hydration; and transferring, 
positioning, and turning.

•  Mental health and social service skills, such as responding to a resident’s 
behavior; allowing the resident to make personal choices; and drawing upon 
the resident’s family to be a source of emotional support.

•  Caring for cognitively impaired residents, such as addressing the behav-
iors of dementia patients and responding to residents with other cognitive 
impairments.

•  Basic restorative skills, such as training the resident in self-care; use of assis-
tive devices; maintaining range of motion; eating, dressing, and ambulation; 
and bowel and bladder training.

•  Residents’ rights, such as maintenance of privacy and confidentiality; promot-
ing residents’ rights to make personal choices; helping to resolve grievances 
and disputes; reporting any instances of abuse, mistreatment, and neglect.

SOURCE: OIG, 2002.

offer a nurse-aide training program, which generally makes it more difficult 
and more costly to recruit new aides.

Home Health Aides

Home health aides must meet federal requirements only if their em-
ployer receives Medicare or Medicaid reimbursement. Specifically, home 
health aides in such institutions must pass a competency test that covers 
12 subject areas (Box 5-2). Federal law suggests that home health aides 
be provided at least 75 hours of classroom and practical training that is 
supervised by an RN. These training programs vary by state.

Personal- and Home-Care Aides

Since residential-care services, such as those provided in assisted-living 
facilities, are not paid for under the Medicare and Medicaid programs (ex-
cept under some state Medicaid waivers), there are no federal requirements 
for residential-care personnel, and states have the primary responsibility 
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BOX 5-2 
Subject Areas Covered in  

Home Health Aide Competency Tests

• Communication skills
•  Observation, reporting, and documentation of patient status and the care or 

services furnished
• Reading and recording vital signs
• Basic infection-control procedures
• Basic elements of body function and changes
• Maintenance of a clean, safe, and healthy environment
• Recognition of, and procedures for, emergencies
•  The physical, emotional, and developmental characteristics of the patients 

served
• Personal hygiene and grooming
• Safe transfer techniques
• Normal range of motion and positioning
• Basic nutrition

SOURCE: Home Health Aide Training. 2006. 42 C.F.R. § 484.36.

for regulating residential-care facilities (IOM, 2001). When aides are hired 
directly by individuals (i.e., through consumer-directed programs), the pa-
tient or the patient’s family member assumes responsibility for deciding 
what the worker needs to know and for providing training for those tasks, 
most often through direct observation (PHI and Medstat, 2004). In turn, 
patients may need to learn training and supervisory skills (as was discussed 
in Chapter 4 for the case of professionals), including effective communica-
tion and problem-solving.

While no federal requirements exist for personal-care attendants who 
work outside a nursing home or home health agency, states may conduct 
checks on the background, training, supervision, age, health, and literacy 
of these service providers if they receive Medicaid reimbursements (OIG, 
2006). Training checks may include verification of instruction in topics such 
as first aid, assistance with ADLs, and basic health and hygiene. In 2006 
the Office of Inspector General (OIG) found that the median number of 
training hours required of personal-care attendants was 28 hours, but state 
requirements ranged from 2 hours to 120 hours. As more personal-care 
attendants are hired privately by patients, making sure that these workers 
have the appropriate abilities will become an even more complex task.
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RECRUITMENT AND RETENTION CHALLENGES

Health care workers serving older patients have high rates of turnover, 
and maintaining adequate levels of staffing within the industry overall is a 
persistent challenge. This challenge is especially pronounced among direct-
care workers, who have a number of immediate, less stressful job alterna-
tives, such as those offered by the food and hospitality industries. In 2006, 
for example, personal- and home-care aides had median wages of $8.54 per 
hour while counter attendants in cafeterias, food concessions, and coffee 
shops had median wage-and-salary earnings of $7.76 per hour (including 
tips) (BLS, 2008b).

One study found that 40 percent to 60 percent of home health aides 
leave after less than 1 year on a job, and 80 percent to 90 percent leave 
within the first 2 years (PHI, 2005). Staff turnover in assisted-living set-
tings ranges from 21 percent to 135 percent, with an average of 42 percent 
(Maas and Buckwalter, 2006). In nursing homes CNA turnover averages 
71 percent per year, and the turnover rate in many states is much higher 
(Decker et al., 2003). Turnover may have negative effects on the quality 
of patient care and may also increase employer costs because of the need 
for continuous recruitment and training. A study of direct-care workers in 
Pennsylvania estimated annual recurring training costs due to turnover to 
be almost $24 million for nursing homes and almost $5 million for home 
health and home-care agencies (Leon et al., 2001). It has been estimated 
that turnover among direct-care workers in the United States costs provid-
ers a total of $4.1 billion per year (Seavey, 2004).

While many direct-care workers find the work of caring for frail older 
individuals to be rewarding, the appeal of these professions is weakened 
by a number of other factors including low wages, few (if any) benefits, 
high physical and emotional demands, and a significant potential for on-
the-job injury (Newcomer and Scherzer, 2006; Pennington et al., 2003). 
Job dissatisfaction among these workers can also result from factors related 
to the work environment including poor relationships with supervisors, a 
lack of respect from other health professionals, and few opportunities for 
advancement (Fleming et al., 2003; Stone, 2000). Not surprisingly, high job 
dissatisfaction has been associated with increased turnover (Castle et al., 
2007). Conversely, improved job satisfaction can result in a greater intent 
to stay.

Researchers examining the predictors of high turnover in nursing homes 
have identified a number of key variables, including low staffing ratios, for-
profit ownership, and higher numbers of beds (Castle and Engberg, 2006); 
low reimbursement rates, a high Medicaid census, low wages, and low ad-
ministrative expenses (Kash et al., 2006); and inadequate benefits and not 
having a good social environment at work (Grau et al., 1991). One study 
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examining predictors of turnover in a residential-care setting found that the 
physical condition of the neighborhood3 in which the facility was located 
was by far the strongest predictor of turnover, outweighing other factors 
such as starting wages, availability of health insurance, Medicaid census, 
and average case mix (Konetzka et al., 2005).

In the following sections, several of these challenges are discussed in 
more detail, along with the effect that these factors have on patient out-
comes. Initiatives to overcome these barriers are also discussed later in this 
chapter. It is important to note that the chapter provides only a general 
discussion of challenges to the recruitment and retention of direct-care 
workers and that, depending on the type of direct-care worker, the setting, 
and the source of dissatisfaction, these various factors may weigh more or 
less heavily in a particular situation.

Financial Disincentives

Direct-care workers receive low hourly wages, which contributes to 
the lower appeal of these jobs. In fact, in 2007 Forbes magazine profiled 
personal- and home-care aides as one of the top 25 worst-paying jobs in 
America (Maidment, 2007). Table 5-5 shows the median wages for direct-
care occupations in a variety of settings that are important in the care of 
older adults.

The average annual earnings of female direct-care workers are signifi-
cantly lower than the average annual earnings of female workers in general 
($17,228 versus $30,441), and 19 percent of female direct-care workers 
have incomes below the poverty level versus 8 percent of female workers 
in general (Smith and Baughman, 2007). The low incomes of direct-care 
workers are due in part to the fact that many direct-care workers do not 
have predictable hours or the opportunity to work more hours if desired 
(Dawson, 2007).

Direct-care workers have limited access to employee benefits, includ-
ing health insurance coverage, sick leave, and retirement benefits (Brady 
et al., 2002; Dawson, 2007; GAO, 2001b; Smith and Baughman, 2007). 
Approximately one-quarter of direct-care workers lack health insurance 
coverage (Hams et al., 2002; Lipson and Regan, 2004). Often these work-
ers are unable to afford their share of the health insurance premiums or 
they are ineligible for coverage because they work part time or they work 
independently of an agency. As can be seen in Table 5-6, female direct-
care workers are considerably less likely to have health insurance coverage 
than are female workers in general. This situation can vary dramatically 
by occupation and region, however. A study of home-care workers in Los 

3 The condition of the neighborhood was likely a proxy for many of the resource issues that 
cannot be measured well and typically cannot be included in these studies.
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TABLE 5-5 Median Hourly Wages for Direct-Care Occupations by 
Setting, 2006

Nurse 
Aides

Home Health 
Aides

Personal- and 
Home-Care Aides

All settings $10.67 $9.34 $8.54
Community care facilities for older persons $10.07 $8.87 NA
Services for older or disabled persons NA $9.26 $9.18
Home health care NA $9.14 $7.19
Nursing care facilities $10.37 $9.76 NA

NOTE: NA = not available.
SOURCE: BLS, 2008c,d.

TABLE 5-6 Health Insurance Coverage of Female Workers and Direct-
Care Workers, 2005 (percentage)

Type of 
Coverage

All Female 
Workers

All Female 
Direct-Care 
Workers

Female 
Hospital 
Aides

Female 
Nursing-
Home Aides

Female 
Home Health 
Aides

All private 78 60 84 63 49
Employer-based 51 38 63 44 23
Public 12 22 10 19 29
None 16 25 13 24 30

NOTE: Percentages are based on weighted data for female workers aged 19 years and older. 
Columns may sum to more than 100 percent because some workers are covered by more than 
one type of health insurance.
SOURCE: Smith and Baughman, 2007.

Angeles, for instance, found that about 45 percent of them were uninsured 
(Cousineau, 2000). And health insurance is not the only benefit that direct-
care workers are less likely to receive. For example, approximately three-
fourths of nurse aides in nursing homes and home health settings have no 
pension benefits (GAO, 2001b).

Non-Financial Factors

While concerns about poor wages and lack of benefits are significant, 
non-financial job characteristics also play a major role in the job satisfac-
tion of direct-care workers (Bowers et al., 2003). Factors that influence job 
satisfaction include professional growth opportunities, adequate training, 
rewards for performance, and manageable workloads (Castle et al., 2007; 
Parsons et al., 2003). Direct-care workers often report that they do not 
receive enough respect for their knowledge and skills, that they have little 
discretion or input into care planning (despite being responsible for most 
of the patient care hours), and that they sense a lack of trust by manage-
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ment (Bowers et al., 2003). Other factors contributing to worker dissat-
isfaction include excessive paperwork, frequent patient deaths, combative 
and uncooperative patients, and inadequate staffing (Cherry et al., 2007). 
Aides who work in understaffed facilities feel extra time pressure, which 
contributes to burnout and absenteeism (Bowers et al., 2000). Research has 
shown that job satisfaction and organizational culture are strong predictors 
of worker commitment to an organization (Sikorska-Simmons, 2005), and, 
as discussed in Chapter 4, poor supervisory relationships are a key driver 
of turnover (Tellis-Nayak, 2007).

Caring for older patients can be emotionally draining, especially when 
patients are at the end of life (Haley et al., 2003; Holland and Neimeyer, 
2005; Jezuit, 2000; Viles, 2000). Moreover, the work can be physically 
taxing. Direct-care staff in nursing homes have one of the highest rates of 
workplace injury among all occupations. In 2006, according to the BLS, the 
rate of non-fatal occupational injury and illness involving days away from 
work was 526 incidents per 10,000 workers among nursing aides, orderlies, 
and attendants (BLS, 2007a). This was four times the average rate among 
all occupations and was a higher rate than found among either construc-
tion workers (488) or truck drivers (411). Fifty-six percent of injuries and 
illnesses among direct-care workers were directly related to patient interac-
tion, and 86 percent of these injuries and illnesses were due to overexer-
tion. Nursing aides, orderlies, and attendants also had the highest rate of 
musculoskeletal disorders among all occupations examined.

Among personal-care aides, the documentation and treatment of on-
the-job injuries is impeded when aides change employers, which can affect 
an individual worker’s ability to access worker’s compensation benefits 
(Scherzer, 2005, 2006b). In addition, the rate of injury to personal-care 
aides may be severely underestimated, largely because independent provid-
ers are generally ignored by current surveillance mechanisms.

In 1996 the IOM recommended that all personnel who provide direct 
care (especially in nursing homes) should receive annual training in lifting 
and transferring patients. The committee also concluded that hospitals and 
nursing homes should develop effective programs to reduce work-related 
injuries (IOM, 1996). Chapter 6 of this report identifies a number of tech-
nologies that have been developed to assist both direct-care workers and 
informal caregivers in performing some of the physically demanding tasks 
that are involved in caring for older adults.

Finally, trends in the care of older adults, such as the movement toward 
more home-based care, can affect the job environment for these home- and 
community-based workers. For example, as more workers are hired directly 
by patients under consumer-directed models of care, home-care workers 
may have to contend with a more ambiguous situation in terms of their lack 
of supervisory management. This in turn can make it less likely that these 
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workers will have someone to deal with regarding such concerns as on-
the-job injury and access to workers’ compensation. One study of injured 
home-care workers found that individually hired workers faced greater 
obstacles (e.g., barriers to creating a safe working environment, receiving 
appropriate care for injuries, or receiving compensation benefits) than did 
agency-hired workers (Scherzer, 2006a).

Impact on the Quality of Patient Care

Several issues related to the difficulties of recruiting and retaining direct-
care workers may have direct effects on the quality of care provided to older 
patients. Studies have shown, for example, that a significant relationship 
exists between staffing levels and the quality of patient care (Harrington, 
2007b; Harrington and Swan, 2003; IOM, 1996, 2001). Research has also 
linked turnover rates with quality of care, although the details of that rela-
tionship remain equivocal (Bostick et al., 2006; Castle and Engberg, 2005, 
2006; Cohen-Mansfield, 1997). Most of the studies simply demonstrate 
associations, for instance, so it is not possible to estimate the magnitude of 
a potential causal effect. Furthermore, most studies of turnover to date have 
suffered from inconsistencies in the way that turnover is calculated, both in 
terms of its definition and its use as a linear measure.

Although historically it has been difficult for researchers to prove direct 
causal links between recruitment and retention challenges and the quality of 
care delivered to patients, there is some evidence that the two are related. 
In a series of research publications, Castle and Engberg concluded that, in 
general, high turnover is associated with poor quality and that staff charac-
teristics such as turnover, staffing levels, and worker stability all affect the 
quality of care of nursing homes (Castle and Engberg, 2007). The research-
ers also found that increases in nurse aide turnover, especially those from 
moderate to high levels, result in decreases in quality as measured by rates 
of physical restraint use, catheter use, contractures, pressure ulcers, psy-
choactive drug use, and quality of care deficiencies reported on certification 
surveys (Castle and Engberg, 2005). Castle and Engberg found evidence of 
a nonlinear relationship between turnover and quality in their examination 
of 1-year turnover rates among nurse aides and licensed practical nurses 
(LPNs) in nursing homes (Castle and Engberg, 2006). While there was no 
significant relationship between turnover and the quality of care at lower 
levels of turnover, they found that when turnover rates were greater than 
50 percent, there was a significant negative relationship between turnover 
rates and quality.

In nursing homes, nurse aides often have to manage heavy patient 
loads, which not only increases the burden placed on them but can also 
decrease the quality of care that they provide (Schnelle et al., 2004). A 
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report released in 2001 by the Centers for Medicare and Medicaid Services 
(CMS), which investigated the appropriateness of minimum nurse staffing 
ratios in nursing homes, noted the following:

[W]ith one nursing assistant commonly responsible for nine or more resi-
dents on the day shift and twice as many at night, time management often 
degenerates into triage. Baths and meals are given on a tight schedule and 
at the convenience of the home’s routine rather than the residents, lead-
ing to things like waking residents in the middle of the night for showers. 
Call lights are left unanswered, nonessential tasks such as nail care are 
neglected, and practices are often adopted that endanger either residents 
or staff. (CMS, 2001)

Conversely, improving some aspects of job quality (e.g., reducing turn-
over) may lead to improvements in the quality of patient care. For example, 
allowing nurse aides to have greater responsibility in care decisions is as-
sociated with higher social-engagement scores among patients, and lower 
rates of turnover and higher rates of retention have been associated with 
lower incidence of pressure ulcers (Barry et al., 2005). One study of resi-
dents and staff at assisted-living facilities found that a high-quality work en-
vironment, including an organizational culture that emphasizes teamwork 
and participatory decision-making, is associated with greater satisfaction 
among the residents (Sikorska-Simmons, 2006). Another study examined a 
skilled nursing facility that had created a staffing program that emphasized 
consistent scheduling, with staff permanently assigned to specific residents. 
The facility reported that the program had positive effects both on worker 
satisfaction (including a 10 percent decrease in turnover and a 50 percent 
decrease in injuries) and on patient outcomes (including a 40 percent de-
crease in pressure ulcers and an 83 percent decrease in complaints) (ASA, 
2008). Again, however, it is difficult to prove a causal relationship between 
job satisfaction and turnover and the consequent effects on patient care. 
Strategies to improve the quality of direct-care jobs and the effects of these 
strategies on reducing turnover and increasing intent to stay are discussed 
in the next section.

IMPROVING RECRUITMENT AND RETENTION

In order to overcome the challenges to recruitment and retention of 
direct-care workers, more needs to be done to improve the overall qual-
ity and, therefore, desirability of these jobs. Strategies to do this can be 
grouped into three broad categories:

• Enhancing the quality and quantity of basic education and 
training
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• Increasing economic incentives (i.e., increased wages and benefits)
• Improving the work environment (e.g., empowerment strategies 

and culture change)

These strategies not only are important for developing a robust health 
care workforce but also have direct implications for the quality of care 
provided to older adults. In addition to improving the quality of these jobs, 
the sheer number of workers needed to care for the future population of 
older adults makes it imperative that new sources of workers be considered. 
The following sections outline strategies both to improve job quality and to 
broaden the potential labor pool, and they include examinations of several 
large-scale efforts to improve the recruitment and retention of direct-care 
workers.

Enhancing Basic Education and Training

There are a number of indications that the current training require-
ments for direct-care workers are insufficient, both in terms of quality of 
content and quantity of training hours. Most nurse aide educators, as well 
as nurse aides themselves, agree that current levels of education and train-
ing for initial certification is inadequate (CMS, 2001). Moreover, 58 percent 
of ombudsmen identified inadequate training as a major impediment to 
quality care in nursing homes, and CNAs rank inadequate training among 
the top three problems that they face (Hawes, 2002). Poor training has 
also been identified as one of the factors that contributes to occurrences of 
neglect and abuse in nursing homes, especially for patients with behavioral 
difficulties associated with dementia (Hawes, 2002; IOM, 2002).

Very little is known about the quality of training for home health aides 
or personal- and home-care aides. Moreover, little is known about how 
training translates into practice. Some have suggested that these home- and 
community-based workers need to receive more training than workers in 
nursing-home settings because of the breadth of their responsibilities and 
their relative lack of supervision (Benjamin and Matthias, 2004; PHI and 
Medstat, 2004). Others have criticized attempts to standardize the training 
of these workers. As consumer-directed care has become more important, 
for example, some patients have expressed fears that personal- and home- 
care aides hired directly by patients or their families may not respond to 
the consumers’ personal preferences if training standards are made too 
rigid. (See Chapter 6 for a fuller discussion of issues related to the trend of 
consumer-directed care.) However, most agree that certain basic skills and 
aptitudes are needed for the delivery of personal assistance.

Both the initial training and the continuing education of direct-care 
workers appear to be inadequate. In a survey of direct-care workers across 
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multiple settings, only a little more than half said that their initial training 
was adequate, while 40 percent to 50 percent said that they could benefit 
from further training; 45 percent said continuing education was only some-
what useful (Menne et al., 2007). These workers identified a number of ar-
eas where their knowledge and skills needed further development, including 
dementia, end-of-life care, teamwork, and problem solving.

Much more research is needed to determine the competencies that 
direct-care workers need in order to provide high-quality care to older 
patients. Unfortunately, as is also the case with the professional health care 
workforce, expansion of training opportunities for direct-care workers is 
limited both by the availability of qualified trainers and by the funding 
available to pay for additional training.

While there is limited research on how different levels and types of 
training affect the quality of care provided, there is some evidence that 
a relationship does exist (IOM, 2001). For example, studies have shown 
that dementia, a common geriatric syndrome, is inadequately diagnosed 
and treated in assisted-living facilities, which can contribute to a quicker 
discharge to a nursing home (Lyketsos et al., 2007; Rosenblatt et al., 2004). 
In fact, in residential settings such as assisted-living facilities, the level of 
staff training is a key factor in determining whether residents will need to 
be relocated to nursing homes as their needs become more acute (Maas and 
Buckwalter, 2006).

Adequate training also has an effect on recruitment and retention. High 
levels of training have been positively associated with recruitment of home 
health workers (Leon et al., 2001). Increasing the skills of personal-care 
aides through a geriatric case-management program has shown strong influ-
ence on the workers’ intent to stay and also some effect on job satisfaction 
(Coogle et al., 2007). Similarly, nurse aides who have received adequate 
training have been found to provide higher-quality patient care (Goldman 
et al., 2004) and to be less likely to want to leave their jobs (Castle et al., 
2007).

In 2001 the IOM recommended that “all long-term care settings, fed-
eral and state governments, and providers, in consultation with consum-
ers, develop training, education, and competency standards and training 
programs for staff based on better knowledge of the time, skills, education, 
and competency levels needed to provide acceptable consumer-centered 
long-term care” (IOM, 2001). This still holds true.

Content of Training

One area in which the content of direct-care worker training does not 
reflect the current environment is its relative lack of geriatric-specific edu-
cational content. A 2002 OIG study found that more than half (63 percent) 
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of nursing-home supervisors interviewed believed that training had not 
kept pace with the care demands imposed by the increasing complexity of 
resident diagnoses, including Alzheimer’s disease and other behavioral and 
cognitive disorders. Some of the specific skills for which additional training 
was found to be needed were related to catheter and colostomy care, lifting, 
skin care, feeding, hydration, and infusion therapies (OIG, 2002).

The committee concluded that direct-care workers who attend to 
older adults, especially frail older patients with complex health care 
needs, need to ha�e specific training that will prepare them for these 
patients.

In addition to instruction that applies to older patients generally, staff 
may also need specific training in cultural competence for working with eth-
nically diverse patients and co-workers (Fuller, 1995; Minore and Boone, 
2002). This type of training is not currently specified in federal require-
ments. Another area where training is inadequate is in palliative care; 
workers in both nursing homes and home-care settings are typically not 
well trained in the care of patients at the end of life (Ersek et al., 2006; 
Ferrell et al., 1998). Additionally, many direct-care workers need soft skills 
training, such as communication skills.

Quantity of Training Hours

In recent years there have been calls to increase the number of hours 
required for direct-care worker training. In 1998 the National Citizen’s 
Coalition for Nursing Home Reform called for nursing assistants to be 
given a minimum of 160 hours of training (NCCNHR, 1998). Also in the 
late 1990s a panel of experts convened by the Hartford Institute for Geri-
atric Nursing recommended that training requirements for nursing aides be 
doubled, from 75 hours to 150 hours (Harrington et al., 2000). In 2002 an 
OIG survey of state-level directors of the Nurse Aide Training and Com-
petency Exam Program found that 40 of the 49 respondents believed that 
the 75-hour federal minimum was insufficient to ensure adequate prepara-
tion for the job (OIG, 2002). In 2006 AARP examined nurse aide training 
programs in 10 states and found that the majority of officials interviewed 
believed that federal minimums need to be increased to between 100 and 
120 hours (Hernandez-Medina et al., 2006).

Curricula are often overloaded, and there are challenges in covering 
all of the included ground in just 2 weeks (CMS, 2001). It may also be 
unrealistic to expect students to assimilate all of the necessary material in 
so little time (OIG, 2002). Moreover, the educational content for direct-care 
worker training has not kept pace with changes in the patient population, 
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such as the increased prevalence of dementia and other cognitive disorders. 
As a result, more geriatric-specific educational content is needed. Additional 
hours will be required to cover this added material.

Recommendation 5-1: States and the federal government should in-
crease minimum training standards for all direct-care workers. Federal 
requirements for the minimum training of certified nursing assistants 
(CNAs) and home health aides should be raised to at least 120 hours 
and should include demonstration of competence in the care of older 
adults as a criterion for certification. States should also establish mini-
mum training requirements for personal-care aides.

As described previously, more than half of states currently require 
more than the 75-hour federal minimum for nurse aide training, and about 
one-quarter require at least 120 hours (Table 5-7). This minimum should 
be raised in order to provide direct-care workers with the enhanced prepa-
ration they need to do their work. The committee ultimately decided to 
recommend 120 hours in order to raise the entire nation to the minimum 
standards of the top quartile of states. While data on the exact competen-
cies needed by different types of direct-care workers when caring for older 
adults are minimal, the committee concluded that there is an immediate 
need to increase current federal minimum requirements to a higher stan-
dard. The committee recommends this new 120 hour minimum anticipat-
ing that even higher levels of required training hours may be needed to 
adequately cover additional knowledge and skill areas as more evidence 
is accumulated concerning the specific competencies that these workers 
need when caring for older adults. States, individual disciplines, regulators, 
patients, and others will need to work together to determine these com-
petencies. This will be especially important as direct-care workers assume 
increasingly complex responsibilities and work more often in alternative 
sites of care. As data are gathered on the competencies needed for these 
additional and changing responsibilities, the minimum number of training 
hours needs to be raised accordingly.

The committee’s recommendation does not offer any detail on the 
composition of those hours with respect to clinical training. At this time 
the states differ substantially in terms of how much training comes in the 
form of classroom instruction and how much is covered through practi-
cal training (Table 5-7). For example, North Carolina and Wyoming both 
require a minimum of 75 hours of nurse aide training, but North Carolina 
requires only 16 of those hours to be devoted to clinical training (the federal 
minimum), while Wyoming requires 48 hours of clinical training.

While there is already an established system for training and certifying 
home health aides and certified nursing assistants—a system that the com-
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TABLE 5-7 Nurse Aide Training Requirements (by 
State), 2007

Hours State
Minimum Training Hours/
(Minimum Clinical Hours)

120+ hours
(12 states + 
DC)

Missouri 175 (100)
California 150 (100)
Delaware 150 (75)
Maine 150 (50)
Oregon 150 (75)
Alaska 140 (80)
Arizona 120 (16)
District of Columbia 120 (N/A)
Florida 120 (40)
Idaho 120 (40)
Illinois 120 (40)
Virginia 120 (40)
West Virginia 120 (55)

76-119 hours
(15 states)

Indiana 105 (75)
Connecticut 100 (50)
Hawaii 100 (70)
Maryland 100 (40)
New Hampshire 100 (60)
New York 100 (30)
Rhode Island 100 (20)
Kansas  90 (45)
New Jersey  90 (40)
Georgia  85 (16)
Washington  85 (50)
Louisiana  80 (40)
South Carolina  80 (40)
Utah  80 (16)
Nebraska  76 (N/A)

75 hours
(23 states)

Alabama  75 (16)
Arkansas  75 (16)
Colorado  75 (16)
Iowa  75 (30)
Kentucky  75 (16)
Massachusetts  75 (16)
Michigan  75 (16)
Minnesota  75 (37.5)
Mississippi  75 (16)
Montana  75 (25-30)
North Carolina  75 (16)
North Dakota  75 (16)
Nevada  75 (N/A)
New Mexico  75 (N/A)
Ohio  75 (16)

continued

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


��0 RETOOLING FOR AN AGING AMERICA

Hours State
Minimum Training Hours/
(Minimum Clinical Hours)

75 hours
(23 states) 
(continued)

Oklahoma  75 (16)
Pennsylvania  75 (37.5)
South Dakota  75 (16)
Tennessee  75 (35)
Texas  75 (24)
Vermont  75 (16)
Wisconsin  75 (16)
Wyoming  75 (48)

NOTE: N/A = Not Available.
SOURCE: Seavey, 2007a.

TABLE 5-7 Continued

mittee is proposing to strengthen—the methods for training and certifying 
personal- and home-care aides are much more inconsistent from state to 
state, with no formal system in existence. The committee’s recommendation 
with regards to these workers is intended to create a basic framework for 
further requirements that may be implemented by states and the federal 
government in the future, especially as the knowledge base about the educa-
tion and training of all types of direct-care workers develops.

Increasing Economic Incentives

As described previously, wages for direct-care workers are low and do 
not appear to adequately support the recruitment and retention of these 
workers. In a classic economic model of a labor shortage, wages, ben-
efits, and other job attributes would simply improve until enough workers 
were willing to fill the positions, and the shortage would no longer exist. 
However, given that Medicaid and Medicare are responsible for about 70 
percent of all long-term care dollars spent (Komisar and Thompson, 2007), 
there is little room for the market to adjust without the government’s being 
willing to commit additional funds.

Evidence shows that higher wages do in fact lead to lower rates of 
turnover among all types of direct-care workers (Howes, 2005, 2006; 
Sherard, 2002). In seeking to find ways to increase wages for direct care 
workers in this environment, several mechanisms have been employed, in-
cluding: setting a minimum service rate percentage that must to be passed 
through to direct-care labor costs; creating rate enhancements for provid-
ers that compensate their workers at a higher level; establishing auto-
matic cost-of-living-adjustments to be passed through to direct-care labor 
costs; and establishing procurement and contracting standards that specify 
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minimum staffing standards that providers must meet, such as worker 
compensation.

By far the most prevalent mechanism for stimulating increased direct-
care worker pay is the wage pass-through, a state-level allocation of Med-
icaid funds that are added to reimbursement rates for the specific purpose 
of increasing direct-care staff wages. A review and evaluation of state wage 
pass-through laws conducted in 2003 found that 21 states had implemented 
such programs; nine of those programs were for skilled nursing facilities 
only, while the others also included home health or personal care (PHI, 
2003b). Most of these programs were mandatory, but participation was 
voluntary in at least six of the states, and some states allowed flexibility in 
exactly how the funds were to be used to improve staffing.

Evaluation data for wage pass-throughs are limited and show mixed 
results, especially in terms of the effect on recruitment and retention. The 
effects on actual wages were also unclear. One reason for the lack of clar-
ity is that Medicaid is only one payer among several and workers are not 
payer-specific, so facilities with different proportions of Medicaid residents 
received different total amounts to be spent on wage increments. A variety 
of other obstacles to analyzing these programs also exist, including the use 
of differing measures of recruitment and retention, an inability to monitor 
how wages are actually transferred to the employees, and difficulty in sepa-
rating the effects of the wage pass-through from other interventions. The 
lack of data suggests the need for careful monitoring and auditing of wage 
pass-through programs. The evidence that is available, however, indicates 
that the wage increases were often too small, were unreliable year to year, 
lacked accountability mechanisms, and were time consuming and expensive 
to implement. However, some states, such as Wyoming, have implemented 
programs that have been deemed successful by assessors (Seavey and Salter, 
2006).

Increasing wages is only one step toward improving the recruitment 
and retention of direct-care workers; benefits also need to be improved. 
This is especially true of direct-care workers in home settings, who typi-
cally have very limited benefits (Howes, 2006). According to a 2005 study, 
nine states had developed or were in the process of developing programs 
that would address the lack of health insurance among health care workers 
(Harmuth and Dyson, 2005). State strategies for expanding access to cov-
erage for these workers include subsidizing employer-sponsored insurance, 
designing innovative employer-based insurance packages, and, in the case 
of Massachusetts, including the workers in a near-universal state health 
coverage plan (Seavey and Salter, 2006). In states such as Wisconsin, wage 
pass-throughs have also been considered as an option for funding the health 
care benefits of direct-care employees (PHI, 2006).
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Recommendation 5-2: State Medicaid programs should increase pay 
and fringe benefits for direct-care workers through such measures as 
wage pass-throughs, setting wage floors, establishing minimum per-
centages of service rates directed to direct-care labor costs, and other 
means.

The committee also supports efforts to address the issue of variable 
hours and unstable income among direct-care workers. For example, the 
Guaranteed Hours Program implemented by Cooperative Home Care As-
sociates (a home-care staffing agency in New York City) aims to reduce 
turnover and vacancy rates (PHI, 2007). Under this program, home health 
workers are considered full-time employees, are guaranteed full-time wages, 
and effectively serve on an “on call” basis during work hours when no 
client visit is scheduled. Although it has not been evaluated in isolation, it 
is part of a set of workforce interventions that have been documented to 
reduce turnover to nearly half the industry average (PHI, 2007).

Improving the Work Environment

Besides pay and benefits, a number of other factors may increase job 
satisfaction among direct-care workers, such as participation in decisions 
related to care planning and workplace improvement, the availability of 
career advancement opportunities, and high-quality supervision. Research 
has shown that job satisfaction and changes in organizational culture are 
strong predictors of commitment to an organization (Sikorska-Simmons, 
2005) and that improved job satisfaction can result in a greater intent to 
stay (Castle et al., 2007). A variety of approaches, including mentoring 
(Hegeman, 2005), use of self-directed work teams (Yeatts et al., 2004), 
and career ladders (Maier, 2002), have all been closely linked to employee 
satisfaction.

Impro�ing Relationships with Super�isors

As discussed in Chapter 4, the relationship between nursing supervisors 
and direct-care staff plays a significant role in the development of a hos-
pitable work environment that leads to increased job satisfaction (Bishop 
et al., 2006; Tellis-Nayak, 2007). Positive supervision (as opposed to more 
punitive approaches) can greatly increase the direct-care worker’s sense of 
value and ultimately can increase his or her level of job satisfaction and 
intent to stay. Evidence shows that perceived support by supervisors is also 
an important determinant in decreasing job-related stress (McGilton et al., 
2007). A strengthening of the relationship between supervisors and staff 
may also enhance the practice of job delegation, as members of a workforce 
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develop better and more interactive relationships, including improved rec-
ognition by supervisors of each worker’s skills.

Increasing Recognition

Direct-care workers often feel that they do not receive adequate recog-
nition for their work or for the contributions that they make toward quality 
patient care. Studies looking at the implementation of empowered CNA 
teams at skilled nursing facilities found that giving CNAs added decision-
making responsibilities led them to become more competent and also to de-
velop better attitudes about their jobs. This approach also takes advantage 
of the fact that CNAs have the most direct knowledge about the preferences 
of nursing home residents and as a result are often in the best position to 
make decisions relating to day-to-day care (Yeatts and Cready, 2007). Ef-
forts to increase the involvement of direct-care workers in decision-making 
have also been linked to increased overall job satisfaction and, ultimately, 
decreased turnover. One study, for example, found that turnover among 
nursing home aides was significantly reduced when they were involved in 
interdisciplinary care-plan meetings (Banaszak-Holl and Hines, 1996). In 
a study of Pennsylvania’s direct-care workforce, increased involvement of 
direct-care workers in care planning was associated with decreased rates of 
staff shortages and fewer job vacancies (Leon et al., 2001).

The Wellspring nursing home quality improvement model is one ex-
ample of an effort to improve the recognition of CNAs as important mem-
bers of the care team by enabling them to become leaders in continuous 
quality improvement. The program encourages individual staff members to 
acquire knowledge and skills in particular clinical areas (e.g., incontinence 
and pressure ulcers) so that they can lead care-resource teams in the care-
planning and decision-making processes for residents (Wellspring Institute, 
2005). (See the next section on career lattices for more on the development 
of specialty areas among direct-care workers.) These areas of training are 
based on best practices determined by the guidelines of both the Agency 
for Healthcare Research and Quality and the American Medical Direc-
tors Association as well as on other national standards of best practices 
(Wellspring Institute, 2005).

Evaluation of the program has shown that its training and organiza-
tional change methods have had measureable impact on retention and job 
satisfaction among its staff, as well as on resident satisfaction. Turnover 
rates were lower than at comparable facilities in the area; staff was more 
actively involved in assessing resident needs and providing care; and there 
was observational evidence of improved quality of life and interactions with 
staff among residents (Stone et al., 2002).
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Creating Career Lattices

Another approach to increasing overall job satisfaction among direct-
care workers is to expand their roles and responsibilities and to enhance 
their ability to develop new skills. The term “lattice” refers to how some 
workers move laterally in their careers (i.e., through the development of 
specialized skill areas) while others move linearly up the career “ladder” 
(e.g., advancement from CNA to LPN to RN) (CAEL, 2005). There have 
been many efforts to encourage the development of lattices for direct-care 
workers, sometimes in concert with the ability to move up a career ladder. 
For example, the Office of Apprenticeship in the U.S. Department of Labor 
(DOL) awarded grants to the Council for Adult and Experiential Learning 
(CAEL) and PHI with the goal of creating apprenticeship opportunities for 
direct-care workers to develop special skills through on-the-job training, 
related instruction, and mentoring (DOL, 2008c). The increased skill de-
velopment associated with apprenticeships often leads to increases in wages 
as well (CAEL, 2005).

Council for Adult and Experiential Learning (CAEL) The CAEL has 
implemented the nursing career lattice program in nine sites (including 
both acute and long-term care settings) to develop more CNAs, LPNs, and 
RNs (CAEL, 2008; DOL, 2008c). As a first step, many apprentices are re-
cruited from auxiliary areas such as housekeeping, clerical staff, and food 
service to be trained for CNA certification. Next, CNAs are encouraged to 
develop enhanced skills in specific areas including geriatrics, dementia care, 
and peer mentoring. CNAs are given flexible training schedules and wage 
increases in alignment with their increased responsibility. In this manner, 
the program prepares CNAs to take the required examination to become 
LPNs. LPNs also receive additional training based on specific competencies. 
For the next step on the career ladder, LPNs receive online education along 
with clinical training at local community colleges that prepares them to 
take the required examination to become RNs. This program has resulted 
in increased retention, reduced recruitment costs, and decreased worker 
shortages (CAEL, 2005, 2008).

PHI Under its grant, PHI developed the Home Health Aide Registered 
Apprenticeship at five sites to help home health aides gain basic skills 
and develop skills for specialty areas, such as hospice and palliative care, 
geriatrics, dementia, and peer mentoring (DOL, 2008c). As in the CAEL 
program, the training programs are based on specific competencies. Ap-
prentices are required to demonstrate competence in basic skills as well as 
the skills needed for two specialty areas. They also receive mentoring from 
experienced home health aides.
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Creating New Jobs and Delegating Responsibilities

As discussed in previous chapters, efficient use of the workforce will 
require more delegation of job duties in the coming years. This delegation 
has a cascading effect, with specific tasks being handed off to people in vari-
ous professions and occupations, depending on the situation, which allows 
each worker to be used at his or her highest level of skill. The combination 
of the need to delegate additional duties and the desire of some direct-care 
workers to assume more responsibilities creates opportunities to restructure 
workforce assignments in ways that are potentially more satisfying for 
direct-care workers.

In some new models, direct-care worker roles may become much 
broader. For example, the Green House model described in Chapter 3 gives 
a more expansive role to direct-care workers. Under that model, frontline 
caregivers take responsibility for a broader range of tasks that include per-
sonal care, cooking, housekeeping, and making sure that residents spend 
time according to their preferences.

In other cases, direct-care workers take on specific tasks that require a 
higher level of skill than is usually expected of them. One example of this is 
the delegation of medication administration duties from RNs, as discussed 
in Chapter 4. Although there have been some concerns raised regarding 
patient safety, some RNs who have assessed the delegation of these respon-
sibilities to CNAs have argued that CNAs may be able to deliver medica-
tions with greater accuracy because they face fewer distractions than RNs 
(Reinhard et al., 2003). If so, giving this responsibility to CNAs has the 
potential to increase efficiency, benefit patients, and facilitate the recruit-
ment and retention of direct-care workers. Similarly, having home health 
aides assume responsibility for medication administration from RNs could 
help decrease the need for RN visits to homes.

If direct-care workers are to assume these increased responsibilities, 
they may in turn need to delegate certain of their own tasks. One example 
of this is the use of feeding assistants in the long-term care setting. Nurse 
aide training includes instruction in how to assist older adults with eating 
and hydration, and this is one of the primary responsibilities of CNAs. In 
2003, however, CMS issued regulations allowing states to permit long-term 
care facilities participating in Medicare or Medicaid to use paid feeding 
assistants to supplement CNA services under certain conditions. Require-
ments for feeding assistants include the successful completion of a minimum 
of 8 hours of training in a state-approved course. The use of the feeding 
assistant has been controversial, but a preliminary analysis found that the 
quality of feeding done by feeding assistants was comparable to the quality 
of feeding by CNAs and, furthermore, that facilities did not decrease CNA 
hours in response (Kasprak, 2007; Simmons et al., 2007).
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Using Technology

New technologies will make possible the more efficient use of the 
direct-care workforce in a variety of ways. As was discussed in previous 
chapters, the development and use of health information technologies will 
likely improve the coordination of patient care and enhance communication 
among caregivers. The development and use of assistive technologies may 
help patients be more independent, thereby reducing their need for assis-
tance, especially personal-care assistance (see Chapter 6). Furthermore, the 
use of these technologies can reduce the physical demands of many tasks, 
perhaps leading to a reduction in the rate of injury among direct-care work-
ers. One such example would be technologies that can assist with tasks that 
often result in muscle strain on the part of workers, such as lateral transfers, 
repositioning patients up or side-to-side in bed, and bed-to-chair or bed-to-
wheelchair transfers (Baptiste, 2007).

Impro�ing Safety

In addition to the use of these assistive technologies, a number of other 
efforts have been undertaken to prevent injuries among direct-care workers. 
For example, the Occupational Safety and Health Administration (OSHA) 
has developed ergonomic guidelines aimed at preventing musculoskeletal 
disorders among nursing home workers (OSHA, 2008). These guidelines 
offer safe methods for lifting and repositioning patients and help meet the 
training needs of workers in nursing home settings. Additionally, in 2002 
OSHA announced a new National Emphasis Program for nursing and 
personal-care facilities, which aims to address ergonomics, exposures to 
health risks, and slip-and-fall injuries (OSHA, 2002).

OSHA also awards Safety and Health Achievement Recognition Pro-
gram (SHARP) designations to small employers who exemplify high stan-
dards of safety and health management. In 1998 one such recipient, the 
Good Shepherd Nursing Home of Wheeling, West Virginia, analyzed its 
injury reports and determined that most of the injuries were the result of 
heavy lifting (OSHA, 2007). Subsequently, the nursing home procured a 
mechanical lifting device to assist with transfers and also implemented a 
safety program which included training, workplace analysis, and hazard 
prevention. In its first year the program led to a 62 percent decrease in 
worker injuries at the nursing home, and, thanks to the improved safety, 
between 2000 and 2005 the nursing home reduced its workers’ compensa-
tion insurance premiums by over $800,000. The nursing home’s administra-
tor commented that “a highly efficient and highly skilled workforce makes 
fewer mistakes, reduces exposure to liability, and keeps insurance premiums 
low” (OSHA, 2007).
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Broadening the Labor Pool

While improving the quality of direct-care occupations is important  
to the recruitment and retention of this workforce, sources for new work-
ers also need to be considered, especially the possibility of recruiting  
workers from other, currently underutilized sources. A number of op-
tions exist for broadening the pool of direct-care workers (Hussein and 
Manthorpe, 2005; National Center for Health Workforce Analysis, 2004; 
Stone, 2004; Stone and Wiener, 2001). Some of the groups of people who 
might be recruited to enter the direct-care workforce are described below.

Men

As described previously, the population of direct-care workers is over-
whelmingly female (Montgomery et al., 2005; Smith and Baughman, 2007). 
As a result, men represent a potential source of new workers that has so 
far remained essentially untapped. Given that the number of women in the 
United States between the ages of 25 and 54 is expected to remain level 
in the coming years and will not provide a labor pool sufficient to meet 
projected demand, more men will be needed to fill these roles. However, 
special consideration may be needed for male workers, including a culture 
change to accept male workers in an occupation that is currently dominated 
by females (PHI, 2003a).

Immigrants

Immigrants are already a significant part of the direct-care workforce, 
especially in major cities (Wilner and Wyatt, 1998), and they are frequently 
pointed to as a potential source of new workers in long-term care (Priester 
and Reinardy, 2003). However, few programs exist to train and place im-
migrants for careers as direct-care workers. Preparing immigrants for these 
roles will require instruction not only in technical skills but also in language 
skills and in the cultural competence needed to work with patients. Suc-
cessful training models also need to help trainees to navigate immigration 
systems, seek housing, and prepare for higher education. Limited experi-
ence shows that with the proper training and support, immigrant workers 
may be an effective source of direct-care workers; without proper support, 
however, their presence may exacerbate existing cycles of low pay and high 
turnover (Leutz, 2007).

Many countries in the industrialized world have modified their immi-
gration laws to allow an influx of low-wage workers to fill vacancies for 
direct-care positions (AARP, 2005). The advantage of this approach is that 
the number of new workers in the labor pool can potentially be increased 
without drawing workers away from other industries. On the other hand, 
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this approach could have potentially serious side effects. Specifically, costs 
for public services and government supports could increase (National Cen-
ter for Health Workforce Analysis, 2004), there may be undesirable com-
petition for other low-wage jobs (Stone, 2004), and the difficulties that can 
arise when caregivers and patients are from different cultures could become 
more common. (See Chapter 4 for more on ethnogeriatrics.) More research 
is needed on the appropriate use of immigrants, including information on 
both the benefits and the unintended consequences.

Older Workers

As discussed in Chapter 4, as the population of older patients grows, 
the workforce itself will be aging. As current health care workers approach 
retirement age, there will be a need to recruit new health care workers 
as well as to find ways to retain older workers. This issue will also affect 
the informal workforce, particularly since spousal caregivers are becom-
ing increasingly older themselves. From 1989 to 1999, for example, the 
proportion of spouse primary caregivers ages 75 or older increased from 
38.2 percent to 47.4 percent (Wolff and Kasper, 2006), and by 1999, 11.1 
percent of spouse caregivers (both primary and secondary) were 85 years 
or older (Spillman and Black, 2005). (See Chapter 6 for more on informal 
caregivers.)

Because of this aging of the workforce, in recent years there has been 
an increasing emphasis on strategies to recruit and retain older workers. 
These strategies include giving older workers greater access to education 
and training, providing them with additional tax deductions for continuing 
to work, and offering them opportunities for phased retirement and flexible 
schedules. For example, AARP has helped older workers obtain federally 
subsidized training through a local community college in order for them to 
gain needed technology skills (Taylor, 2007). Retaining older workers has a 
number of potential benefits aside from increasing the size of the workforce. 
These benefits include preventing the loss of the older workers’ acquired 
expertise and avoiding the various costs associated with replacing these 
workers, such as recruitment expenses, paying for temporary replacements 
(per diem workers), and paying to retrain other workers.

The idea of recruiting older, non-health care professionals into new 
health-related careers has received increased attention. In a survey of low-
income workers over the age of 55, a significant percentage (43 percent) 
expressed interest in direct-care work (Kosniewski and Hwalek, 2006). Ad-
ditionally, more than half of employers for nursing homes and home health 
agencies said that older workers were more likely to be loyal employees 
and have desirable skills and less likely to leave the position. On the other 
hand, employers also thought that older workers would be more averse to 
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using technology, and the wage expectations of the older workers who were 
surveyed were higher than the average for these positions. Furthermore, the 
older workers expressed more interest in the emotional support of patients 
than in hands-on tasks.

The recruitment and retention of older workers may require the cre-
ation of positions with fewer physical demands. Parsing CNA responsibili-
ties might enable the productive use of older adults in the workforce who 
lack the strength to do all CNA tasks. In one example of such an approach, 
McKesson, a health care services company, has recruited older workers 
for their call centers to advise patients on medication use (Taylor, 2007). 
Similarly, strategies to retain existing older workers in clinical positions will 
likely demand the creation of health care delivery processes that are more 
ergonomically oriented (Buerhaus et al., 2000). Emerging technologies may 
assist in this regard (see Chapter 6).

Volunteers

In addition to recruiting new paid workers, workforce needs could be 
partially satisfied by using volunteers, both in clinical and in academic set-
tings. Older adults themselves would seem to be a likely target group from 
which to recruit such volunteers, given that baby boomers have the highest 
volunteerism rate of any age group—they volunteer more often than past 
generations did at the same ages—and they constitute a very large pool of 
potential volunteers (Foster-Bey et al., 2007).

Members of younger generations may also be willing to provide needed 
services, especially community-based personal- and home-care services 
that would allow fellow community members to remain in their homes. 
Community-based models such as Beacon Hill Village in Boston have been 
developed to allow older adults to “age in place” (Gross, 2006). In these 
models older adults within a narrow community pay dues to receive sup-
port, such as accompaniment to medical appointments, delivery of meals, 
exercise classes, lectures on aging-related topics, and assistance with daily 
errands. Volunteers provide many of these services, such as transportation. 
Other more advanced services, such as home health aide services and home 
repairs, are often available for a discounted fee. These options may become 
more appealing as more older adults prefer to stay in their home settings 
and trends toward consumer-directed care continue (see Chapter 6).

Examples of Efforts to Improve Recruitment and Retention

While some efforts to improve the recruitment and retention of direct-
care workers focus on a single strategy, other programs and organizations 
have developed a mixture of policy- and provider-based interventions. Some 
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large-scale efforts, including those of the federal government, are detailed 
below. In addition, there have been several large-scale efforts to build an 
evidence base for the best practices in the recruitment and retention of 
direct-care workers. These efforts are also described below.

Better Jobs Better Care

The Better Jobs Better Care national program, which was completed in 
2007, supported five state-based coalitions (in Iowa, North Carolina, Or-
egon, Pennsylvania, and Vermont) that designed and tested practice-based 
interventions and policy changes over a 4-year period. These coalitions 
attempted to reduce turnover and vacancy rates and improve the working 
environment of direct-care staff in long-term care (BJBC, 2007). Since each 
state used different approaches to reach these goals, no single method can 
be fairly highlighted over the others. All of the participating states demon-
strated a range of positive results from this effort, including improvement 
in worker satisfaction and increased recruitment (BJBC, 2008). To accom-
plish this, the program improved employee pay and also pushed employ-
ers to demonstrate respect for direct-care workers in a variety of ways: 
by providing supervision, peer mentoring, and team building; by offering 
opportunities for educational advancement; and by encouraging greater 
communication and understanding (McDonald, 2007).

Employment and Training Administration Programs

A number of efforts to bolster the direct-care workforce have been un-
dertaken by the Employment and Training Administration (ETA) within the 
DOL, which has invested hundreds of millions of dollars in grants aimed at 
strengthening the pipeline of needed workers. The ETA’s efforts to improve 
career lattices through the programs of its Office of Apprenticeship were 
discussed above. Many of the ETA’s grants focus on long-term care work-
ers (Freking, 2007). For example, since 2004 the Community-Based Job 
Training Grants have funded a number of programs to prepare students for 
careers in high-growth industries (DOL, 2008b). In March 2008 the DOL 
awarded $125 million to 69 community colleges, and 24 of these grants 
(totaling almost $40 million) were for developing workers for the health 
care industry (DOL, 2008a,d).

The ETA’s High Growth Job Training Initiative is aimed at giving work-
ers the skills necessary to build a career in one of several different indus-
tries, including health care. Under this initiative, the ETA is investing more 
than $46 million to address health care workforce shortages, particularly 
among long-term care workers (DOL, 2007). The initiative will focus on 
such things as increasing the number of younger workers entering the mar-
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ket, identifying alternative labor pools, developing new educational tools 
and curricula, increasing faculty, and improving recruitment and retention. 
The initiative intends to develop approaches that can be replicated across 
the country.

Centers for Medicare and Medicaid Programs

CMS has also funded several initiatives to strengthen the quality of 
direct-care work and its services. In 2003, for instance, CMS initiated the 
Direct Service Workforce Demonstration, which provided grants to 10 
states to test the effectiveness of various workforce interventions on the re-
cruitment and retention of direct-care workers in the communities. Accord-
ing to an assessment of this program, the grants were shown to decrease 
worker turnover and increase retention rates. For example, over a 2-year 
period Kentucky reported a decrease in turnover rates from 43 percent to 
29 percent and an average increase in retention rates of 5 months (Univer-
sity of Minnesota and The Lewin Group, 2006). Such improvements were 
primarily achieved by increasing the visibility of available positions and by 
using more accurate selection strategies to hire well-matched workers to 
those positions.

Later, in 2006, the National Direct Service Workforce Resource Center 
was created by CMS, and it continues to address the recruitment and reten-
tion challenges of direct-care workers by providing information, resources, 
and assistance to all relevant stakeholders (e.g., policy makers, researchers, 
employers, workers, and patients) involved in the provision of quality care 
to older adults at the state and local levels (CMS, 2008a).

Another effort by CMS to improve health services to older popula-
tions in all 50 states is its Real Choice Systems Change Grants. Since 2001 
CMS has provided a total of approximately $270 million in these grants 
to provide support for community living (CMS, 2008b). This funding has 
helped build effective foundational improvements in community-integrated 
services and long-term care systems by allowing states to address issues 
regarding personal assistance services, direct-care worker shortages, and 
respite service for caregivers and family members, along with many other 
issues. Several states improved their support of the direct-care workforce 
by targeting the areas of recruitment, training and career development, and 
administrative activities (CMS, 2005). Some of the more common or effec-
tive strategies used by states to achieve better recruitment and retention of 
this workforce were altering training strategies, allowing for more flexibility 
in worker responsibilities, and broadening the definition of who can serve 
as a personal assistant (CMS, 2007). The funding provided to the states by 
this grant program has been put to use effectively, CMS reports, and “the 
infrastructure that has been developed enables individuals of all ages to 
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live in the most integrated community setting suited to their medical needs, 
have meaningful choices about their living arrangements, and exercise more 
control over the services they receive” (CMS, 2008b).

The PAS Workforce Project

The 5-year PAS Workforce Project, run through the Center for Personal 
Assistance Services, has the goal of building and disseminating an evidence 
base for best practices concerning the personal assistance workforce. The 
information collected includes data on individual interventions as well as 
related legislation and policy efforts. The project pays particular atten-
tion to strategies to improve worker retention in consumer-directed pro-
grams, including issues related to wages, training, safety, and supervision, 
as well as to the development of infrastructures that facilitate consumer-
directed programs (CPAS, 2008). To be included, a program must have 
documented operational experience as well as evidence of program success 
and replicability.

National Clearinghouse on the Direct-Care Workforce

PHI’s National Clearinghouse on the Direct-Care Workforce is a na-
tional, online library of information regarding the direct-care workforce 
for long-term care. The clearinghouse collects government and research 
reports, fact sheets, briefs, and other information on issues such as career 
advancement, education and training, recruitment and retention, job envi-
ronment, and best practices (National Clearinghouse for the Direct-Care 
Workforce, 2008). The clearinghouse also produces original research and 
analysis, including monitoring of state-based initiatives.

CONCLUSION

Because direct-care workers provide the bulk of paid direct-care services 
for older patients in nursing homes and other settings, it is vitally important 
that the capacity of this segment of the workforce be enhanced in both size 
and ability to meet the health care needs of older Americans. However, the 
recruitment and retention of sufficient numbers of these workers is chal-
lenging due to serious financial disincentives and job dissatisfaction as well 
as high rates of turnover and severe shortages of available workers.

As it exists today, the education and training of direct-care workers 
is inadequate to impart the necessary knowledge, skills, and abilities to 
these workers, especially as the complexity and severity of older adults’ 
needs increase and as more adults are cared for in home- and community-
based settings. The government should raise the federal minimum training 
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requirement for nurse aides and home health aides to 120 hours and states 
should establish minimum standards for personal-care aides if they have not 
already done so. All direct-care workers should be required to demonstrate 
that they possess the competencies necessary to engage in this type of work. 
More research is needed to determine the appropriate content of training 
programs, which needs to be individualized for the needs of workers based 
on their responsibilities and the settings in which they provide care.

Improving the quality of these jobs will demand significant effort. 
Direct-care workers typically receive low wages and have limited access 
to other benefits, including health insurance. Economic incentives should 
be bolstered to improve the desirability of these jobs. Additionally, much 
more needs to be done to improve the workforce environment. Evidence 
shows that increased job satisfaction and decreased turnover rates may be 
associated with increasing worker responsibilities (including the develop-
ment of new roles or career lattices), increasing the recognition of the work-
ers’ current contributions, improving safety, and improving supervisory 
relationships. Given all these factors, it is clear that a change in culture is 
needed—that both health care workers and health care organizations need 
to change the way they think about direct-care workers and, in particular, 
that direct-care workers need to be seen as a vital part of the health care 
team.

REFERENCES

AARP. 2005. International forum on long-term care: Deli�ering quality care with a global 
workforce. Washington, DC. October 20, 2005.

AARP. 2006. Training programs for certified nursing assistants. http://assets.aarp.org/rgcenter/
il/2006_08_cna.pdf (accessed February 20, 2008).

ASA (American Society on Aging). 2008. Inno�ations in recruitment, retention and promo-
tion of nursing assistants in long-term care awards: �00� winners. http://www.asaging.
org/awards/awards01/extendicare.html (accessed February 24, 2008).

Banaszak-Holl, J., and M. A. Hines. 1996. Factors associated with nursing home staff turn-
over. Gerontologist 36(4):512-517.

Baptiste, A. 2007. Technology solutions for high-risk tasks in critical care. Critical Care Nurs-
ing Clinics of North America 19(2):177-186.

Barry, T., D. Brannon, and V. Mor. 2005. Nurse aide empowerment strategies and staff stabil-
ity: Effects on nursing home resident outcomes. Gerontologist 45(3):309-317.

Benjamin, A., and R. Matthias. 2004. Work-life differences and outcomes for agency and 
consumer-directed home-care workers. Gerontologist 44(4):479-488.

Bishop, C. E., D. B. Weinberg, L. Dodson, J. H. Gittell, W. Leutz, A. Dossa, S. Pfefferle, 
R. Zincavage, and M. Morley. 2006. Nursing home workers’ job commitment: Effect 
of organizational and indi�idual factors and impact on resident well-being. http://www.
academyhealth.org/membership/forum/uploads/kmetter/BishopBJBCDisc2.pdf (accessed 
February 25, 2008).

BJBC (Better Jobs Better Care). 2007. Who we are. http://www.bjbc.org/Page.asp?SectionID=1 
(accessed December 5, 2007).

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


��� RETOOLING FOR AN AGING AMERICA

BJBC. 2008. The ripple effect. http://www.bjbc.org/page.asp?pgID=233 (accessed March 11, 
2008).

BLS (Bureau of Labor Statistics). 2007a. Nonfatal occupational injuries and illnesses requiring 
days away from work, �00�. http://www.bls.gov/news.release/History/osh2.txt (accessed 
February 23, 2008).

BLS. 2007b. Table �. The �0 fastest-growing occupations, �00�-�0��. http://www.bls.gov/
news.release/ecopro.t06.htm (accessed December 26, 2007).

BLS. 2008a. Household data annual a�erages. http://www.bls.gov/cps/cpsa2007.pdf (accessed 
February 24, 2008).

BLS. 2008b. Occupational outlook handbook, �00�-0� edition, food and be�erage ser�ing 
and related workers. http://www.bls.gov/oco/ocos162.htm (accessed March 9, 2008).

BLS. 2008c. Occupational outlook handbook, �00�-0� edition, nursing, psychiatric, and 
home health aides. http://www.bls.gov/oco/ocos165.htm (accessed February 23, 2008).

BLS. 2008d. Occupational outlook handbook, �00�-0� edition, personal and home care aides. 
http://www.bls.gov/oco/ocos173.htm (accessed February 23, 2008).

Bostick, J. E., M. J. Rantz, M. K. Flesner, and C. J. Riggs. 2006. Systematic review of stud-
ies of staffing and quality in nursing homes. Journal of the American Medical Directors 
Association 7(6):366-376.

Bowers, B. J., S. Esmond, and N. Jacobson. 2000. The relationship between staffing and qual-
ity in long-term care facilities: Exploring the views of nurse aides. Journal of Nursing 
Care Quality 14(4):55-64.

Bowers, B. J., S. Esmond, and N. Jacobson. 2003. Turnover reinterpreted CNAs talk about 
why they leave. Journal of Gerontological Nursing 29(3):36-43.

Brady, G. S., A. B. Case, D. U. Himmelstein, and S. Woolhandler. 2002. No care for the care-
givers: Declining health insurance coverage for health care personnel and their children, 
1988-1998. American Journal of Public Health 92(3):404-408.

Buerhaus, P. I., D. O. Staiger, and D. I. Auerbach. 2000. Implications of an aging registered 
nurse workforce. Journal of the American Medical Association 283(22):2948-2954.

CAEL (Council for Adult and Experiential Learning). 2005. How career lattices help 
sol�e nursing and other workforce shortages in healthcare. http://www.cael.org/pdf/
publication_pdf/Career_Lattice_guidebook.pdf (accessed March 13, 2008).

CAEL. 2008. CAEL/DOL nursing career lattice program. http://www.doleta.gov/oa/brochure/
CAELDOL_Nursing_Career_Lattice_Program.pdf (accessed March 10, 2008).

Castle, N. G., and J. Engberg. 2005. Staff turnover and quality of care in nursing homes. 
Medical Care 43(6):616-626.

Castle, N. G., and J. Engberg. 2006. Organizational characteristics associated with staff turn-
over in nursing homes. Gerontologist 46(1):62-73.

Castle, N. G., and J. Engberg. 2007. The influence of staffing characteristics on quality of care 
in nursing homes. Health Ser�ices Research 42(5):1822-1847.

Castle, N. G., J. Engberg, R. Anderson, and A. Men. 2007. Job satisfaction of nurse aides in 
nursing homes: Intent to leave and turnover. Gerontologist 47(2):193-204.

Cherry, B., A. Ashcraft, and D. Owen. 2007. Perceptions of job satisfaction and the regulatory 
environment among nurse aides and charge nurses in long-term care. Geriatric Nursing 
28(3):183-192.

CMS (Centers for Medicare and Medicaid Services). 2001. Appropriateness of minimum nurse 
staffing ratios in nursing homes: Phase II report. Baltimore, MD: CMS.

CMS. 2005. Real choice systems change grant program: Third year report. Progress and 
challenges of the FY �00� and FY �00� grantees: October �, �00�-September �0, �00�. 
http://www.hcbs.org/files/77/3806/3rdAnnualRpt.pdf (accessed March 10, 2008).

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


THE DIRECT-CARE WORKFORCE ���

CMS. 2007. Real choice systems change grant program: FY �00� community integrated 
personal assistance ser�ice and supports grantees and real choice grantees: Final report. 
http://www.hcbs.org/files/110/5451/01CPASSFinalRpt.pdf (accessed March 11, 2008).

CMS. 2008a. The national direct ser�ice workforce resource center. http://www.dswresource 
center.org (accessed March 10, 2008).

CMS. 2008b. Real choice: O�er�iew. http://www.cms.hhs.gov/RealChoice/ (accessed March 
10, 2008).

Cohen-Mansfield, J. 1997. Turnover among nursing home staff: A review. Nursing Manage-
ment 28(5):59-62, 64.

Coogle, C. L., I. A. Parham, R. Jablonski, and J. A. Rachel. 2007. Enhanced care assistant 
training to address the workforce crisis in home care: Changes related to job satisfaction 
and career commitment. Care Management Journals 8(2):71-81.

Cousineau, M. R. 2000. Pro�iding health insurance to IHSS pro�iders (home care workers) 
in Los Angeles County. http://www.directcareclearinghouse.org/download/ihss.pdf (ac-
cessed February 25, 2008).

CPAS (Center for Personal Assistance Services). 2008. The PAS workforce project: Proj-
ect abstract. http://www.pascenter.org/pas_workforce/abstract.php (accessed March 13, 
2008).

Dawson, S. 2007. PHI: Quality care through quality jobs. Presentation at Meeting of the 
Committee on the Future Health Care Workforce for Older Americans, San Francisco, 
CA. June 28, 2007.

Decker, F., P. Gruhn, L. Matthews-Martin, J. Dollard, A. Tucker, and L. Bizette. 2003. Results 
of the �00� AHCA sur�ey of nursing staff �acancy and turno�er in nursing homes. http://
www.samarion.com/library/nursing_shortage/Turnover.pdf (accessed March 9, 2008).

DOL (U.S. Department of Labor). 2007. Local solutions with national applications to address 
health care industry labor shortages. http://www.doleta.gov/BRG/Indprof/Health.cfm 
(accessed March 19, 2008).

DOL. 2008a. �00� President’s community-based job training grant awardees. http://www.
doleta.gov/whatsnew/new_releases/List_of_grantees.pdf (accessed March 13, 2008).

DOL. 2008b. The president’s community-based job training grants. http://www.doleta.gov/
business/Community-BasedJobTrainingGrants.cfm (accessed January 4, 2008).

DOL. 2008c. Registered apprenticeship trends in health care. http://www.doleta.gov/oa/
brochure/2007%20Health%20Care.pdf (accessed March 10, 2008).

DOL. 2008d. U.S. Department of Labor awards $��� million in third competition for 
President’s community-based job training grants. http://www.doleta.gov/whatsnew/new_
releases/2008-03-11.cfm (accessed March 13, 2008).

Ersek, M., B. M. Kraybill, and N. R. Hansen. 2006. Evaluation of a train-the-trainer program 
to enhance hospice and palliative care in nursing homes. Journal of Hospice and Pallia-
ti�e Nursing 8(1):42-49.

Ferrell, B. R., R. Virani, and M. Grant. 1998. Hope: Home care outreach for palliative care 
education. Cancer Practice 6(2):79-85.

Fishman, M., B. Barnow, A. Glosser, and K. Gardiner. 2004. Recruiting and retaining a qual-
ity paraprofessional long-term care workforce: Building collaborati�es with the nation’s 
workforce in�estment system. Washington, DC: Office of Disability, Aging and Long-
Term Care Policy, U.S. Department of Health and Human Services.

Fleming, K. C., J. M. Evans, and D. S. Chutka. 2003. Caregiver and clinician shortages in an 
aging nation. Mayo Clinic Proceedings 78(8):1026-1040.

Foster-Bey, J., R. J. Grimm, and N. Dietz. 2007. Keeping baby boomers �olunteering: A 
research brief on �olunteer retention and turno�er. Washington, DC: Corporation for 
National and Community Service.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


��� RETOOLING FOR AN AGING AMERICA

Freking, K. 2007. Depression reported by 7% of workforce. The Washington Post, October 
14, A07.

Fuller, J. 1995. Challenging old notions of professionalism: How can nurses work with para-
professional ethnic health workers? Journal of Ad�anced Nursing 22(3):465-472.

GAO (General Accounting Office). 2001a. Health workforce: Ensuring adequate supply and 
distribution remains challenging. Washington, DC: United States General Accounting 
Office.

GAO. 2001b. Recruitment and retention of nurses and nurse aides is a growing concern. 
Washington, DC: United States General Accounting Office.

Goldman, B., S. Balgobin, R. Bish, R. H. Lee, S. McCue, M. H. Morrison, and S. Nonemaker. 
2004. Nurse educators are key to a best practices implementation program. Geriatric 
Nursing 25(3):171-174.

Grau, L., B. Chandler, B. Burton, and D. Kolditz. 1991. Institutional loyalty and job satisfac-
tion among nurse aides in nursing homes. Journal of Aging and Health 3(1):47-65.

Gross, J. 2006. Aging at home: For a lucky few, a wish come true. The New York Times, 
February 9. http://www.nytimes.com/2006/02/09/garden/09care.html?pagewanted=1&_r
=2&sq=Aging%20at%20Home:%20For%20a%20lucky%20Few,%20a%20Wish%20
Come%20True&st=nyt&scp=1 (accessed March 26, 2008).

Haley, W. E., D. G. Larson, J. Kasl-Godley, R. A. Neimeyer, and D. M. Kwilosz. 2003. Roles 
for psychologists in end-of-life care: Emerging models of practice. Professional Psychol-
ogy: Research and Practice 34(6):626-633.

Hams, M., N. Herold, M. Lee, and A. Worters. 2002. Health insurance access sur�ey of direct 
care workers in nursing homes and home-based care agencies in Boston, New Bedford/
Fall Ri�er. http://www.directcareclearinghouse.org/download/Health_Insurance_access_
survey.pdf (accessed March 12, 2008).

Harmuth, S., and S. Dyson. 2005. Results of the �00� national sur�ey of state initiati�es on 
the long-term care direct-care workforce. The National Clearinghouse on the Direct Care 
Workforce and the Direct Care Workers Association of North Carolina.

Harrington, C. 2007a. Nursing home labor market issues. http://www.iom.edu/Object.File/
Master/43/900/Harrington%20.pdf (accessed December 14, 2007).

Harrington, C. 2007b. Proposals for impro�ements in nursing home quality. http://aging.
senate.gov/events/hr172ch.pdf (accessed May 2, 2007).

Harrington, C., and J. H. Swan. 2003. Nursing home staffing, turnover, and case mix. Medical 
Care Research and Re�iew 60(3):366-392.

Harrington, C., C. Kovner, M. Mezey, J. Kayser-Jones, S. Burger, M. Mohler, R. Burke, and 
D. Zimmerman. 2000. Experts recommend minimum nurse staffing standards for nursing 
facilities in the United States. Gerontologist 40(1):5-16.

Hawes, C. 2002. Elder abuse in residential long-term care facilities: What is known about 
pre�alence, causes, and pre�ention. Testimony before the U.S. Senate Committee on 
Finance, Washington, DC. June 18, 2002.

Hegeman, C. R. 2005. Turnover turnaround. Health Progress (Saint Louis, MO) 86(6): 
25-30.

Hernandez-Medina, E., S. Eaton, D. Hurd, and A. White. 2006. Training programs for certi-
fied nursing assistants. Washington, DC: American Association of Retired Persons.

Holland, J. M., and R. A. Neimeyer. 2005. Reducing the risk of burnout in end-of-life care 
settings: The role of daily spiritual experiences and training. Palliati�e & Supporti�e 
Care 3(3):173-181.

Howes, C. 2005. Living wages and retention of homecare workers in San Francisco. Industrial 
Relations 44(1):139-163.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


THE DIRECT-CARE WORKFORCE ���

Howes, C. 2006. Building a high quality home care workforce: Wages, benefits and flex-
ibility matter. http://www.bjbc.org/content/docs/ExecSummary_Conn_College_FINAL 
COLOR8-06.pdf (accessed February 24, 2008).

Hussein, S., and J. Manthorpe. 2005. An international review of the long-term care workforce: 
Policies and shortages. Journal of Aging and Social Policy 17(4):75-94.

IOM (Institute of Medicine). 1996. Nursing staff in hospitals and nursing homes: Is it ad-
equate? Washington, DC: National Academy Press.

IOM. 2001. Impro�ing the quality of long-term care. Washington, DC: National Academy 
Press.

IOM. 2002. Elder mistreatment: Abuse, neglect, and exploitation in an aging America. Wash-
ington, DC: The National Academies Press.

Jezuit, D. L. 2000. Suffering of critical care nurses with end-of-life decisions. MEDSURG 
Nursing 9(3):145-152.

Kash, B. A., N. G. Castle, G. S. Naufal, and C. Hawes. 2006. Effect of staff turnover on staff-
ing: A closer look at registered nurses, licensed vocational nurses, and certified nursing 
assistants. Gerontologist 46(5):609-619.

Kasprak, J. 2007. Regulation of feeding assistants. http://www.cga.ct.gov/2007/rpt/2007-R-
0065.htm (accessed December 4, 2007).

Kaye, H. S., S. Chapman, R. J. Newcomer, and C. Harrington. 2006. The personal assistance 
workforce: Trends in supply and demand. Health Affairs 25(4):1113-1120.

Kitchener, M., T. Ng, and C. Harrington. 2007. Medicaid state plan personal care services: 
Trends in programs and policies. Journal of Aging and Social Policy 19(3):9-26.

Komisar, H. L., and L. S. Thompson. 2007. National spending for long-term care. Washington, 
DC: Georgetown University Long-Term Care Financing Project.

Konetzka, R. T., S. C. Stearns, T. R. Konrad, J. Magaziner, and S. Zimmerman. 2005. Personal 
care aide turnover in residential care settings: An assessment of ownership, economic, and 
environmental factors. Journal of Applied Gerontology 24(2):87-107.

Kosniewski, K., and M. Hwalek. 2006. Older workers in direct care: A labor force expansion 
study. http://www.iowacaregivers.org/uploads/pdf/053106opableexecsummaryfinal.pdf 
(accessed March 12, 2008).

Leon, J., J. Marainen, and J. Marcotte. 2001. Pennsyl�ania’s frontline workers in long-term 
care: The pro�ider perspecti�e. Jenkintown, PA: Polisher Research Institute at the Phila-
delphia Geriatric Center.

Leutz, W. N. 2007. Immigration and the elderly: Foreign-born workers in long-term care. 
http://www.ailf.org/ipc/infocus/infocus_0708.pdf (accessed March 12, 2008).

Lipson, D., and C. Regan. 2004. Health insurance co�erage for direct care workers: Riding 
out the storm. http://www.bjbc.org/content/docs/BJBCIssueBriefNo3.pdf (accessed Febru-
ary 25, 2008).

Lyketsos, C. G., Q. M. Samus, A. Baker, M. McNabney, C. U. Onyike, L. S. Mayer, J. Brandt, 
P. Rabins, and A. Rosenblatt. 2007. Effect of dementia and treatment of dementia on 
time to discharge from assisted living facilities: The Maryland assisted living study. Jour-
nal of the American Geriatrics Society 55(7):1031-1037.

Maas, M., and K. C. Buckwalter. 2006. Providing quality care in assisted living facilities: 
Recommendations for enhanced staffing and staff training. Journal of Gerontological 
Nursing 32(11):14-22.

Maidment, P. 2007. America’s �� worst-paying jobs. http://www.forbes.com/2007/06/04/
jobs-careers-compensation-lead-careers-cx_pm_0604worstjobs_slide_14.html?thisSpeed 
=15000 (accessed March 20, 2008).

Maier, G. 2002. Career ladders: An important element in CNA retention. Geriatric Nursing 
23(4):217-219.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


��� RETOOLING FOR AN AGING AMERICA

McDonald, I. 2007. Respectful relationships: The heart of Better Jobs Better Care. http://www.
bjbc.org/content/docs/BJBCIssueBriefNo7.pdf (accessed March 11, 2008).

McGilton, K. S., L. McGillis Hall, W. P. Wodchis, and U. Petroz. 2007. Supervisory support, 
job stress, and job satisfaction among long-term care nursing staff. Journal of Nursing 
Administration 37(7):366-372.

Menne, H. L., F. K. Ejaz, L. S. Noelker, and J. A. Jones. 2007. Direct care workers’ recom-
mendations for training and continuing education. Gerontology and Geriatrics Educa-
tion 28(2):91-108.

Minore, B., and M. Boone. 2002. Realizing potential: Improving interdisciplinary profes-
sional/paraprofessional health care teams in Canada’s northern aboriginal communities 
through education. Journal of Interprofessional Care 16(2):139-147.

Montgomery, R. J. V., L. Holley, J. Deichert, and K. Kosloski. 2005. A profile of home 
care workers from the 2000 Census: How it changes what we know. Gerontologist 
45(5):593-600.

National Center for Health Workforce Analysis. 2004. Nursing aides, home health aides, and 
related health care occupations—national and local workforce shortages and associated 
data needs. Rockville, MD: Health Resources and Services Administration.

National Clearinghouse on the Direct Care Workforce. 2008. About us: O�er�iew. http://
www.directcareclearinghouse.org/a_index.jsp (accessed March 13, 2008).

NCCNHR (National Citizens’ Coalition for Nursing Home Reform). 1998. Proposed mini-
mum staffing standards for nursing homes. http://nursinghomeaction.org/govpolicy/51_
162_472.cfm (accessed December 9, 2007).

Newcomer, R., and T. Scherzer. 2006. Who counts? On (not) counting occupational injuries 
in homecare. Paper read at American Public Health Association 134th Annual Meeting 
and Exposition, Boston, MA. November 7.

OIG (Office of Inspector General, U.S. Department of Health and Human Services). 2002. 
Nurse aide training. Washington, DC: Office of Inspector General.

OIG. 2006. States’ requirements for Medicaid-funded personal care ser�ice attendants. Wash-
ington, DC: Office of Inspector General.

OSHA (Occupational Safety and Health Administration). 2002. OSHA announces National 
Emphasis Program for nursing and personal care facilities. http://www.osha.gov/pls/
oshaweb/owadisp.show_document?p_table=NEWS_RELEASES&p_id=1311 (accessed 
March 20, 2008).

OSHA. 2007. Good Shepherd Nursing Home works with OSHA on-site consultation, reduces 
workers’ compensation costs o�er $�00,000. http://www.osha.gov/dcsp/success_stories/
sharp/ss_good_shepherd.html (accessed March 20, 2008).

OSHA. 2008. Guidelines for nursing homes: Ergonomics for the pre�ention of musculoskeletal 
disorders. http://www.osha.gov/ergonomics/guidelines/nursinghome/final_nh_guidelines.
pdf (accessed March 20, 2008).

Parsons, S. K., W. P. Simmons, K. Penn, and M. Furlough. 2003. Determinants of satisfaction 
and turnover among nursing assistants: The results of a statewide survey. Journal of 
Gerontological Nursing 29(3):51-58.

Pennington, K., J. Scott, and K. Magilvy. 2003. The role of certified nursing assistants in nurs-
ing homes. Journal of Nursing Administration 33(11):578-584.

PHI (Paraprofessional Healthcare Institute). 2001. Direct-care health workers: The unneces-
sary crisis in long-term care. http://www.directcareclearinghouse.org/download/Aspen.
pdf (accessed February 20, 2008).

PHI. 2003a. Long-term care financing and the long-term care workforce crisis: Causes and 
solutions. http://www.directcareclearinghouse.org/download/CLTC_doc_rev1.pdf (ac-
cessed March 12, 2008).

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


THE DIRECT-CARE WORKFORCE ���

PHI. 2003b. State wage pass-through legislation: An analysis. http://www.paraprofessional.
org/publications/WorkforceStrategies1.pdf (accessed February 20, 2008).

PHI. 2005. The role of training in impro�ing the recruitment and retention of direct-care 
workers in long-term care. http://www.directcareclearinghouse.org/download/Workforce 
Strategies3.pdf (accessed February 21, 2008).

PHI. 2006. Subsidizing health insurance co�erage for the home care workforce in two Wiscon-
sin counties: An analysis of options. http://www.directcareclearinghouse.org/download/
HealthInsCovWIreport.pdf (accessed February 21, 2008).

PHI. 2007. The guaranteed hours program: Ensuring stable, full-time, direct-care employ-
ment. http://www.paraprofessional.org/Sections/documents/WorkforceStrategiesNo4.pdf 
(accessed January 17, 2008).

PHI and Medstat. 2004. The right start: Preparing direct-care workers to pro�ide home- and 
community-based care. http://www.directcareclearinghouse.org/download/Rightstart.pdf 
(accessed March 13, 2008).

Priester, R., and J. R. Reinardy. 2003. Recruiting immigrants for long-term care nursing posi-
tions. Journal of Aging and Social Policy 15(4):1-19.

Reinhard, S. C., H. Young, R. A. Kane, and W. V. Quinn. 2003. Nurse delegation of medica-
tion administration of elders. http://www.theceal.org/downloads/CEAL_1177377300.pdf 
(accessed February 25, 2008).

Rosenblatt, A., Q. M. Samus, C. D. Steele, A. S. Baker, M. G. Harper, J. Brandt, P. V. Rabins, 
and C. G. Lyketsos. 2004. The Maryland assisted living study: Prevalence, recognition, 
and treatment of dementia and other psychiatric disorders in the assisted living population 
of central Maryland. Journal of the American Geriatrics Society 52(10):1618-1625.

Scherzer, T. 2005. Barriers to documenting occupational injuries among personal assistance 
services workers. American Journal of Industrial Medicine 50(7):536-544.

Scherzer, T. 2006a. How do di�erse homecare workers address occupational hazards and 
injury? Presentation at the American Public Health Association 134th Annual Meeting 
and Exposition, Boston, MA. November 7, 2006.

Scherzer, T. 2006b. Who counts? On (not) counting occupational injuries in homecare. Presen-
tation at the American Public Health Association 134th Annual Meeting and Exposition, 
Boston, MA. November 7, 2006.

Schnelle, J. F., S. F. Simmons, C. Harrington, M. Cadogan, E. Garcia, and B. M. Bates-Jensen. 
2004. Relationship of nursing home staffing to quality of care. Health Ser�ices Research 
39(2):225-250.

Seavey, D. 2004. The cost of frontline turno�er in long-term care. http://www.bjbc.org/content/
docs/TOCostReport.pdf (accessed March 16, 2008).

Seavey, D. 2007a. State nurse aide training requirements. http://www.directcareclearinghouse.
org/download/StateNurseAide_TrainingRequirements2007.pdf (accessed March 9, 
2008).

Seavey, D. 2007b. Written statement of Dorie Sea�ey, Ph.D. Testimony before the House Com-
mittee on Education and Labor, Subcommittee on Workforce Protections, Washington, 
DC. October 25, 2007.

Seavey, D., and V. Salter. 2006. Paying for quality care: State and local strategies for impro�ing 
wage and benefits for personal care assistants. Washington, DC: AARP.

Sherard, B. D. 2002. Report to the Joint Appropriations Committee on the impact of fund-
ing for direct staff salary increases in adult de�elopmental disabilities community-based 
programs. http://www.pascenter.org/documents/WY_2002.pdf (accessed February 24, 
2008).

Sikorska-Simmons, E. 2005. Predictors of organizational commitment among staff in assisted 
living. Gerontologist 45(2):196-205.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089


��0 RETOOLING FOR AN AGING AMERICA

Sikorska-Simmons, E. 2006. Linking resident satisfaction to staff perceptions of the work 
environment in assisted living: A multilevel analysis. Gerontologist 46(5):590-598.

Simmons, S. F., R. Bertrand, V. Shier, R. Sweetland, T. J. Moore, D. T. Hurd, and J. F. Schnelle. 
2007. A preliminary evaluation of the paid feeding assistant regulation: Impact on feed-
ing assistance care process quality in nursing homes. Gerontologist 47(2):184-192.

Smith, K., and R. Baughman. 2007. Caring for America’s aging population: A profile of the 
direct-care workforce. Monthly Labor Re�iew 130(9):20-26.

Spillman, B. C., and K. J. Black. 2005. Staying the course: Trends in family caregi�ing. Wash-
ington, DC: AARP.

Stone, R. I. 2000. Long-term care for the elderly with disabilities: Current policy, emerging 
trends, and implications for the twenty-first century. New York: Milbank Memorial 
Fund.

Stone, R. I. 2004. The direct care worker: The third rail of home care policy. Annual Re�iew 
of Public Health 25:521-537.

Stone, R. I., and J. M. Wiener. 2001. Who will care for us? Addressing the long-term care 
workforce crisis. Washington, DC: The Urban Institute.

Stone, R. I., S. C. Reinhard, B. Bowers, D. Zimmerman, C. D. Phillips, C. Hawes, J. A. Fielding, 
and N. Jacobson. 2002. E�aluation of the Wellspring Model for impro�ing nursing home 
quality. http://www.cmwf.org/usr_doc/stone_wellspringevaluation.pdf (accessed March 
11, 2008).

Taylor, E. 2007. More seniors decide to stay on the job. East Family Tribune, April 29.
Tellis-Nayak, V. 2007. A person-centered workplace: The foundation for person-centered 

caregiving in long-term care. Journal of the American Medical Directors Association 
8(1):46-54.

University of Minnesota and The Lewin Group. 2006. CMS direct ser�ice workforce dem-
onstration: Promising practices in marketing, recruitment and selection inter�entions. 
http://rtc.umn.edu/docs/DSWPromisingPracticesFINAL.pdf (accessed March 11, 2008).

Viles, L. 2000. Death and the practitioner. Respiratory Care 45(12):1513-1519.
Wellspring Institute. 2005. Modules synopsis. http://www.wellspringis.org/modules.html (ac-

cessed March 11, 2008).
Wilner, M. A., and A. Wyatt. 1998. Paraprofessionals on the front lines: Impro�ing their 

jobs impro�ing the quality of long-term care. http://www.directcareclearinghouse.org/
download/Paraprofessionals_on_the_Front_Lines_ExecSum.pdf (accessed February 21, 
2008).

Wolff, J. L. and J. D. Kasper. 2006. Caregivers of frail elders: Updating a national profile. 
Gerontologist 46(3):344-356.

Yamada, Y. 2002. Profile of home care aides, nursing home aides, and hospital aides: Histori-
cal changes and data recommendations. Gerontologist 42(2):199-206.

Yeatts, D. E., and C. M. Cready. 2007. Consequences of empowered CAN teams in nursing 
home settings: A longitudinal assessment. Gerontologist 47(3):323-339.

Yeatts, D. E., C. Cready, B. Ray, A. DeWitt, and C. Queen. 2004. Self-managed work 
teams in nursing homes: Implementing and empowering nurse aide teams. Gerontologist 
44(2):256-261.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

Retooling for an Aging America: Building the Health Care Workforce

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/12089
http://www.nap.edu/12089

